Communication-and-resolution programs represent a potential alternative to the use of traditional medical malpractice litigation for responding to adverse events in patient care, but although several early initiatives developed within individual organizations have shown promising results, little published evidence is available about the effectiveness of such programs outside of these specific institutions. Analyzing the outcomes of 125 cases handled by a disclosure and resolution program implemented as part of a demonstration project in 5 New York City hospitals, this study shows that, even though it was not possible to deliver all elements of the program consistently in cases that involved substandard care, the program provided substantial benefits through improved communication with patients and family members, increased support for clinicians, and enhanced patient safety.
Presenting findings from a randomized controlled trial in 34 clinics, this study shows that although a set of interventions focused on improving the work environment were successful in increasing clinician satisfaction and perceived well-being, they did not have a significant impact on frequency of errors or quality-related outcomes of care. Although findings did appear to support the validity of the conceptual model linking clinician burnout to poor care outcomes, the study highlights the complexity of developing effective interventions to address the negative impact of burnout and points to the need for further research in this area.
The Relationship between Professional Burnout and Quality and Safety in Healthcare: A Meta-Analysis
Salyers MP, Bonfils KA, Luther L, et al. J Gen Intern Med. 2016(Oct 26 com/article/10.1007/s11606-016-3886-9 Presenting findings from a systematic review and meta-analysis of 82 studies, this study shows that although the associations are moderate, there is clear quantitative evidence of a link between burnout among health care professionals and negative effects on safety and quality of patient care. These findings provide support for the argument that ensuring the safety and well-being of health care workers-which should include efforts to prevent and address burnout-is an essential requirement for providing safe care. Pilot and Feasibility Studies. 2016(Sep 29); 2(60) . Full text free. https://pilotfeasibilitystudies.biomedcentral.com/ articles/10.1186/s40814-016-0100-0 In this study at a UK health care organization, a pilot evaluation of an online reporting tool designed specifically for trainee physicians showed that the tool was well received and was perceived as helpful in encouraging trainees to report safety concerns. The study suggests that such a tool could be a useful strategy for increasing physician engagement in safety reporting, although it also identifies a number of challenges that could arise in sustaining such a system over the longer term. Pharmacists have the potential to play an important role in medication safety by helping patients understand information about and instructions for use of their medications, but a number of barriers to effective communication between pharmacists and patients may exist in practice. Drawing on data from interviews conducted with 20 individuals recruited from Australian community-based seniors programs, this study identifies difficulties patients experienced in obtaining and interpreting information about their prescribed medications and discusses ways in which future pharmacy-based interventions could address these concerns. Drawing on data from interviews conducted with administrators and staff at 6 hospitals that participated in the national On the CUSP: Stop BSI initiative for the prevention of central line-associated bloodstream infections, this study examines ways in which one specific aspect of safety culture-the presence of an organizational environment in which employees felt comfortable voicing safety concerns-played a role in infection prevention efforts. The study helps to identify organizational and management practices that could promote the development of cultures conducive to the provision of safe patient care. While the legal rationale for apologizing to patients who have experienced harm as a result of their medical care is increasingly recognized, the delivery and receipt of an apology can also have therapeutic effects for the individuals involved in adverse events. This commentary examines the ethical and psychological dimensions of apology in order to illustrate how an effective apology can help care providers, as well as patients and family members, to cope constructively with the emotional impact of involvement in medical error. Drawing on an analysis of 32 published articles that examined interventions involving the structure of morbidity and mortality conferences in medical, surgical, and critical care departments, this study seeks to provide insight into principles and methods that institutions used in efforts to foster greater alignment between morbidity and mortality conferences and patient safety and quality improvement activities. The study identifies a number of specific practices that could assist organizations in creating morbidity and mortality conferences that incorporate a focus on patient safety. 
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Full text free. http://www.hret-hen.org/resources/display/ partnership-for-patients-pfp-hospital-engagement-networkhen-20-final-report
The American Hospital Association / Health Research & Educational Trust Hospital Engagement Network, overseen by the Partnership for Patients program, is an initiative involving more than 1,500 hospitals across the U.S. that seeks to improve patient safety and quality of care and to reduce the occurrence of preventable readmissions and health care-related harms. This report indicates that in its second phase, the project has resulted in the prevention of 34,000 instances of harm, with an associating savings of nearly $300 million in health care costs.
Patient Engagement with Infection Management in Secondary Care: A Qualitative Investigation of Current Experiences
Rawson TM, Moore LS, Hernandez B, et al.
BMJ Open. 2016(Oct 31); 6(10):e011040. Full text free. http://bmjopen.bmj.com/content/6/10/e011040. full
Drawing on data from focus groups conducted with patients in the UK who were treated for infections while receiving care in a variety of secondary care settings, this study shows that although patients wanted to be involved in making decisions about their treatment, poor communication and inadequate provision of information by clinicians instead left them feeling "detached, frustrated, and disempowered. " The study suggests that significant opportunities exist to more fully engage patients in managing the treatment of infections, which could play an important role in promoting appropriateness in the prescription and use of antimicrobial medications. Korngiebel DM, Fullerton SM, Burke W. Genet Med. 2016(Nov); 18(11):1136 -1142 .
Patient Safety in Genomic Medicine: An Exploratory Study
Free full text (PubMed Central). https://www.ncbi.nlm.nih.gov/ pmc/articles/PMC5035552/
The authors note that despite considerable growth in the use of genetic testing and associated treatments, little published research to date has examined patient safety in relation to genomic medicine. Drawing on data from interviews with experts in the field, this study identifies potential safety concerns that should be addressed in future research and discusses strategies related to education, communication, and technology that could help reduce the risk of errors and improve patient safety in this area.
Pharmacist Work Stress and Learning from Quality Related Events
Boyle TA, Bishop A, Morrison B, et al. Res Social Admin Pharm. 2016(Sep-Oct) Drawing on data from a larger study examining incident reporting in the community pharmacy setting, this study involved the development and evaluation of a theoretical model for understanding how work-related stress may affect pharmacists' perceptions of organizational safety culture and the capacity for organizational learning in response to safetyrelated adverse events. The study suggests that pressures associated with incident reporting may exacerbate already high levels of stress experienced by pharmacists if introduced in the absence of a supportive environment, emphasizing the need to address the role of these factors in the development of event reporting processes.
Prevention of Medication Errors in Hospitalized Patients: The Japan Adverse Drug Events Study
Noguchi C, Sakuma M, Ohta Y, Bates DW, Morimoto T. Drug Saf. 2016(Nov); 39(11):1129 39(11): -1137 full text requires subscription. http://link.springer. com/article/10.1007/s40264-016-0458-1 In this further analysis of data from previously published research that examined the frequency and characteristics of medication errors and adverse drug events in Japanese hospitals, the authors sought to assess the extent to which recorded errors had been identified or intercepted by clinicians or patients at the study facilities. The study shows that nearly half of the incidents that occurred were not identified or intercepted during the patient's hospitalization, and that while the majority of errors occurred in early stages of the medication use process, those that occurred during later stages often led to patient harm and were less likely to be intercepted.
Primary Care Physicians' Willingness to Disclose Oncology Errors Involving Multiple Providers to Patients
Mazor K, Roblin DW, Greene SM, Fouayzi H, Gallagher TH. BMJ Qual Saf. 2016(Oct); 25(10):787-795. Abstract free; full text requires subscription. http://qualitysafety. bmj.com/content/25/10/787.abstract In this study, a questionnaire-based analysis that assessed what information physicians would disclose to a patient in 2 hypothetical error scenarios-each of which involved a complex situation in which multiple physicians played a role in the event-showed that only a minority of respondents indicated they would offer a full disclosure in either situation. The study provides insight into the variables that may influence practitioners' inclinations to disclose harmful incidents in practice, and suggests that "a more complete and nuanced understanding" of these factors is needed. Drawing on analysis involving observations of operating room teams in 10 South Carolina hospitals, this study seeks to illuminate specific dimensions of clinical teamwork that affect team performance of surgical safety checklists. The study provides insights that could guide the development of approaches for promoting effective implementation of and adherence to the use of checklists to improve the safety of surgical care. Patients with breast cancer frequently receive care in a variety of settings other than oncology care, and it is important for providers in nononcology settings to be aware of medications these patients may have been prescribed as part of their cancer treatment and of the potential drug interactions and adverse effects associated with these medications. This article provides an overview of common oral medications used in breast cancer treatment and discusses key information nurses should know in order to safely manage the care of patients taking these drugs. This perspective article by NPSF president Tejal Gandhi examines the implications of the recent discovery and subsequent investigation of safety problems at the National Institutes of Health Clinical Center, where an FDA inspection of the institution's pharmacy department in May 2015 found that regulatory standards for the handling of pharmaceutical products were not consistently being met. The author discusses what can be learned from these events about the critical need for health care organizations to make safe delivery of care a top priority and to establish the forms of organizational culture, oversight, structures, and processes that support this objective.
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